mental a matter as the purpose of industrial work for patients. Its aim may be simply diversion or it may be rehabilitation, and the two require different approaches, attitudes and atmospheres. But our ability to predict the outcome in a given patient's case is still very limited, so it is difficult to subject all individual patients to the right regime.
There is always conflict between the demands of output and treatment but it is often exaggerated by people. If management and supervision are efficient, patients will be suitably employed, output will be maximal and treatment optimal. The unit will be left, then, only with the unavoidable need to release its best patients to open employment, and by doing so reduce its own output until other patients achieve the same standard again. This perpetual creaming off process does not appear to be endless. For a hospital which was behind the times, it is easy to arrange the discharge of the best patients in considerable numbers, and the statistics produced at such a stage look very impressive. But it becomes increasingly difficult until the point was reached a few years ago at Netheme, a very progressive hospital, where they felt that very few potentially dischargeable patients were still in hospital (Catterson et al. 1963) . The most that can be achieved with moderately ill chronic schizophrenics, by the most skilful industrial and social preparation in hospital followed by all available community rehabilitation resources and elaborate aftercare, has been described by Wing et al. (1964) . Most other hospitals are still faced with the need to improve enormously before they reach the standard set by Hospital B described in their Memorandum.
To end on a constructive note, I should like to see new legislation to allow selected patients to receive in full what they earn and then be charged according to the familiar formula for their board and lodging. I think this would foster independence and initiative, whereas the present system of providing for all needs plus pocket money only confirms and reinforces the patient in his dependent role. My poinit of view is that of a research worker whose project consisted of a survey of industrial therapy in 74 psychiatric hospitals and an attempted assessment of its value to the patient.
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A few figures will illustrate the considerable use of industrial therapy today. In these 74 hospitals, of a total population of over 82,000, nearly half the male patients, and over half the female patients, were engaged in some form of work in their hospital; for 33% of the male patients and 21 % of the female patients, this was industrial therapy. Altogether, 26 % of the working population (16% of the total population) were in April 1967 employed in 74 industrial units, a total of 13,173 patients representing 18,000 for all psychiatric hospitals of England and Wales. Incidentally, this is 5,000 more than all approved sheltered workers put together: Remploy, the blind, Earl Haig's Fund, the spastics, everybody.
Analysis of a smaller sample of 7,000 patients (Wansbrough & Miles 1969) showed that the majority ofpatients were in the higher age groups, 64 % being over 45, and were long-stay with a 9-2 years mean stay for males and a 7-6 years mean stay for females. It showed to what a marked extent schizophrenics predominate.
It also became clear that industrial therapy should not be regarded as a single, simple concept. Classically conceived as being for the rehabilitation and resettlement in the community of the long-stay institutionalized patient, the fact is that at this point of time this is the smallest category involved, surpassed both by the deteriorated longstay who will never leave hospital, for whom industrial therapy is really a form of sheltered work, and by the short or medium-stay for whom it is a convenient time filler, arguably preventive rather than therapeutic.
It may be useful to attach absolute figures to these three categories, for people tend to overestimate the number of those rehabilitated, generalizing from certain dramatic successes. Calculating from the sample, it appears that the number of long-stay patients, discharged from industrial unit and hospital, in 1966 numbered about 700, an average of 7 per hospital. Short-stay patients constituted in 1965 and 1966 more than half the new entrants to industrial units, and in 1967 a quarter of all patients there at work. They would therefore have numbered 4,000-5,000 at any given time and by now they may be more. The long-stay, the elderly and the deteriorated make up the remainder. Taken together, the picture is one of a hard core of long-stay patients fringed about by a 25% short-stay element briskly turning over and supplemented by a smaller fringe of long-stay leaversa typical labour turnover pattern anywhere.
Turning to the factors which affect patients' response to industrial therapy, it is clear that to make any meaningful quantitative assessment is a very tricky task. So far as our own research is concerned, the principal undertaking has been that of my colleague Dr Agnes Miles, who has made an intensive sociological study of matched groups of patients working in the industrial therapy and occupational therapy departments of the same hospital, and also in a neighbouring Industrial Therapy Organization. Her resultsto her surprisefavour industrial rather than occupational therapy.
On a different level we have figures relating to a sample of 2,400 patients who left 37 industrial units in 1966. Setting these alongside the census figures both of the industrial unit populations and of the total psychiatric hospital inpatient population, we have drawn what inferences we can, aware that as a research method this is imprecise and capable only of indicating trends, and subject to the difficulty of not knowing the comparative clinical standards of the schizophrenic and depressed patients who attend the units.
Nevertheless, regarding age, we can state that up to the age of 45 proportionally more patients leave hospital than remain in the units. (After 45, proportionally more remain.) Regarding sex, there are indications that industrial therapy is a little more successful for men than for women.
Regarding length of stay, we show that within the 2-10 year hospitalization group, a higher percentage of patients left industrial unit and hospital than the corresponding percentage for all patients who left hospital, and that these differences in proportion were found on testing to be statistically significant. We also show that for the 11 years and over hospitalization group, the differences in proportion were not statistically significant. In other words, industrial therapy does improve the chances of leaving hospital for the long-stay 2-10 years group. It does not appear to affect the issue for the 11 years and over length of stay groups.
Lastly, regarding diagnosis, we show that 14% of long-stay schizophrenics left the units in 1966 as against 2 % of the total long-stay schizophrenic population; but for the long-stay depression group, the corresponding figures are 9 5% and 7%. However, before deducing that industrial therapy is more 'successful' for schizophrenia than for depression we would require more comparative clinical knowledge. As they stand, our figures only show that proportionally more schizophrenic patients than depressed patients are being rehabilitated by this means.
But here as elsewhere it is a mistake to rely only on the quantifiable. What cannot be quantified are the accounts of patients in whom dawns the sense of self-respect restored, of horizons enlarged, of renewed participation in the working community. 'For', they say, 'if an employer outside pays us for our work, he must value it, mustn't he?' Patients as well as staff perceive one of the chief values in industrial therapy, that money not only buys things but represents the value placed by society on an individual's work and effort. I conclude with two thoughts. If so much can be achieved, quantifiable or no, by the blunt instrument that industrial therapy still is in many hospitals, how much more could be done with the greater encouragement, sophistication and research emphasis that only increased medical involvement will bring.
And secondly, if so much can be achieved inside hospital, how imperative it is that greater attention should be paid to the employment problems of these same patients when they leave hospital. More discussion between hospital doctors and their colleagues in occupational medicine will help. More sheltered work places are required. Early discharge and the philosophy of the 1959 Act become a mockery for the ex-patient i;n the absence not only of a roof over his head, but of work if he is capable of it. 
